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There is no clear evidence of an elevated risk of mental health problems related to military deployment per se. However, there is evidence of a strong link between exposure to combat and/or the witnessing of atrocities and the development of mental health disorders, including PTSD. A dose-response relationship has been shown, with greater exposure to combat or atro city more likely to lead to PTSD. 
Does this patient have PTSD?
Exposure to a traumatic event is required for a diagnosis of PTSD, but not all exposure to potentially traumatic events leads to development of the disorder. According to the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-V), the diagnosis of PTSD requires the presence of symptoms, for more than one month, in each of four categories: intrusion symptoms (e.g., intrusive, distressing memories or nightmares of the traumatic event or events), avoidance (e.g., persistent effortful avoidance of thoughts, feelings, people or places that act as reminders of the traumatic events), negative alterations in cognition and mood (e.g., persistent and/or distorted negative expectations about oneself, others or the world) and alterations in arousal and reactivity (e.g., irritable or aggressive behaviour, sleep disturbance). In PTSD, these symptoms result in clinically significant distress or impairment of functioning. Symptoms lasting for less than one month are suggestive of an acute stress disorder (also as outlined in DSM-V).
Comorbidity, which can worsen the prognosis, occurs in 79%-88% of individuals with PTSD. 4 As such, this patient should also be screened for depression, anxiety and substance abuse. 3, 4 Is this patient at increased risk of suicide? A recent review of the relation between PTSD and suicide risk did not show an elevated risk of suicide completion by those with PTSD. However, an association was found between PTSD and prior suicide attempts, as well as current suicidal ideation; the risk was greater in the pres- The screening result should be considered "positive" if a patient answers "yes" to any three items.
ence of concurrent depression. 5 This patient should be asked about current suicidal thoughts or plans and should also be questioned about access to weapons or other lethal means.
What are some initial interventions that can be used? Box 2 offers a general approach to first-line treatment of PTSD in primary care. 3, 4, 6 Psychological interventions specifically developed for PTSD have the strongest evidence for efficacy, particularly trauma-focused cognitive behavioural therapies that address maladaptive thinking (e.g., responsibility, guilt related to the traumatic incident) and exposure therapies that involve imaginal reliving of aspects of the traumatic events. 3, 4 These interventions are significantly more effective than supportive treatment and nonspecific therapies. Notably, for nonsymptomatic individuals, the use of psychological intervention after exposure to trauma is potentially harmful. 3 The first-line pharmacologic treatment for PTSD is selective serotonin reuptake inhibitors. 3, 4, 6 Because partial response to treatment is common, approaches that combine psychotherapy and pharmacotherapy are frequently used. 4 Pharmacologic therapy may be considered as the initial intervention if the patient's condition is not sufficiently stable to allow him or her to engage in trauma-focused therapy, if the patient is unwilling to engage in therapy or if there is a high level of dissociative symptoms. 3 There is modest evidence for augmentation of therapy with an atypical anti psychotic (i.e., risperidone or olanzapine) in patients with no response to monotherapy with selective serotonin reuptake inhibitors or serotonin-norepinephrine reuptake inhibitors. 3, 6 However, the potential adverse effect of atypical antipsychotic agents on the patient's metabolic profile should be taken into consideration. There is no evidence to support the use of benzodiazepines, which may cause harm. 4, 6 When should referral be considered? Primary care physicians may decide to involve intraprofessional team members, particularly if they do not have expertise in treating psychological trauma, in working with military personnel or in delivering evidence-based, trauma-focused psychotherapy. Referral to a psychiatrist should be considered if acute safety concerns are identified or if the patient's PTSD symptoms are refractory to the treatments outlined above. Specialized care is often available for military personnel and their families (Box 3).
What is the long-term prognosis for this patient?
Trauma-focused therapy has been shown to significantly reduce symptoms of PTSD, to de - Step 1
• Establish rapport and trust
• Perform physical examination and laboratory investigations as guided by initial general assessment
• Screen for PTSD (using Primary Care PTSD screen; see Box 1) and associated comorbidities
• Assess immediate safety
• Engage in watchful waiting if < 2 wk since exposure to trauma
• Offer PTSD psychoeducation (e.g., to normalize response, instil hope)
Step 2
• Offer or refer for evidence-based psychotherapy (e.g., trauma-focused cognitive behavioural therapy)
• Avoid benzodiazepines, hypnotics and opiates
• Provide resources to patient and family
Step 3
• If there is only partial response to psychotherapy or the patient declines psychotherapy, consider treatment with an SSRI
• If patient presents with severe symptoms of PTSD, consider a combination of SSRI and psychotherapy
• Monitor for suicidal ideation
Step 4
• For patients with a response to SSRI therapy, continue treatment for 1 yr
• If there is no response, change or augment medication (i.e., risperidone or olanzapine)
• Refer to a psychiatry or mental health professional with expertise in PTSD and/or military medicine
• Reconsider comorbidity
Note: PTSD = posttraumatic stress disorder, SSRI = selective serotonin reuptake inhibitor. crease symptom severity and to lessen symptoms of depression and anxiety. 3 To date, no adequate trials have compared responses to traumafocused psychotherapy and pharmacologic treatment. 3 However, among people with a partial response to pharmacologic agents, further improvement has been documented with psychotherapy. 6 Typically, military personnel experience a more chronic course of PTSD and their response to interventions is less robust 3 than people with PTSD from nonmilitary causes; however, current evidence suggests that this may not be true for veterans of more recent wars, 4, 6 such as this patient.
The case revisited
Initial psychoeducation allowed the patient to understand his nightmares and sleep difficulties within the context of PTSD. He and his family sought resources and support through a military support program. His primary care physician referred him for trauma-focused cognitive behavioural therapy, which resulted in partial reduction in his symptoms. After 10 weeks of treatment, he was also started on paroxetine, in combination with the cognitive behavioural therapy. He responded well to the medication after six weeks and will continue taking it for one year.
